The advent of therapeutic approaches for Duchenne muscular dystrophy (DMD) has highlighted the need to identify reliable outcome measures for young boys with DMD. The aim of this study was to develop a revised version of the North Star Ambulatory Assessment (NSAA) suitable for boys between the age of 3 and 5 years by identifying age appropriate items and revising the scoring system accordingly. Using the scale in 171 controls between the age of 2.9 and 4.8 years, we identified items that were appropriate at different age points. An item was defined as age appropriate if it was completed, achieving a full score, by at least 85% of the typically developing boys at that age. At 3 years (±3months) there were only 8 items that were age appropriate, at 3 years and 6 months there were 13 items while by the age of 4 years all 17 items were appropriate. A revised version of the scale was developed with items ordered according to the age when they could be reliably performed. The application of the revised version of the scale to data collected in young DMD boys showed that very few of the DMD boys were able to complete with a full score all the age appropriate items. In conclusion, our study suggests that a revised version of the NSAA can be used in boys from the age of 3 years to obtain information on how young DMD boys acquire new abilities and how this correlates with their peers.
Introduction
The recent development of therapeutic approaches for Duchenne Muscular Dystrophy (DMD) has highlighted the need to identify clinical outcome measures for clinical trials [1] [2] [3] . So far most of the trials have focused on boys above the age of 5 years. With the first completed clinical trials showing promising results however there is increasing pressure from advocacy groups, clinicians, industries and regulatory authorities, to start possible treatments when the disease is still in the early phase, before muscle tissue becomes progressively replaced.
Little however has been reported on how to assess young DMD boys before the age of 5 years, and more generally on early neurodevelopmental and motor aspects in preschool DMD boys [4] [5] . This is mainly due to the fact that although DMD children already show some signs of developmental delay and inability to develop new motor abilities by the age of 2 years, age at diagnosis is still on average above the age of four years.
Only recently, using neurodevelopmental scales (Bayley scale in US and Griffiths scales in Italy/UK), two studies have provided information on the profile of developmental difficulties in young DMD boys. These studies showed similar findings. Gross motor and speech delay were often the presenting signs. With increasing age, DMD boys acquire new skills and improve the ability to perform some motor activities while other activities, such as running fast or hopping are not commonly achieved in DMD boys not treated with steroids. Even if boys acquire new skills, however, when compared to their peers, repeated measures analysis reveal that gross motor scores, decline over time as they do not approach the gross motor skills expected for typically developing boys of the same age. Scales like the Bayley however can only be used up to the age of 36 months and there is therefore a gap between this age and the age of 5 years, when validated measures and natural history data are available [4] [5] .
There have been suggestions that the North Star Ambulatory Assessment (NSAA), a functional scale specifically developed for assessing motor function in DMD, and validated in ambulant DMD children older than 5 years, may be used in younger children [6] .
In a recent study, we used the NSAA in typically developing preschool boys at different ages from the age of 3 in order to assess which are the activities that are not consistently achieved at different age points (3 years, 3.5 years, 4 years etc). The results showed that the scale, in its original version including 17 items, could be used from the age of 4 years but that before the age of 4, many items, such as standing on one leg or hopping, were not suitable as these assessed activities that were not always achieved by typically developing boys at that age [6] .
The aim of this study was to develop a revised version of the NSAA suitable for boys between the age of 3 and 5 years. More specifically we wished to: i) expand the previous work on typically developing boys in order to better define the items that are developmentally appropriate before the age of 5 years; ii) develop a revised version that, at each age, only includes age appropriate items and revise the scoring system accordingly; iii) apply this scoring system to available NSAA data obtained in young DMD boys.
Subjects and Methods
The study is a prospective multicentric study involving four tertiary neuromuscular centers in Italy and one in United Kingdom.
The study was approved by the Ethics committee in each center (Catholic University and Ospedale Bambino Gesù, Rome; University of Messina, Messina; Stella Maris Institute, Pisa; Neurological Institute C. Besta, Dubowitz Neuromuscular Centre, London). As the assessments were already part of the clinical routine in all centers, consent to anonymously record the data in a database was obtained by the parents for the boys under age. For the typically developing boys, parents signed an informed consent to participate to the study. Data was collected for both cohorts between January 2013 and June 2015.
Control group
171 controls between the age of 3 and 5 years were examined in their schools by six examiners from 3 centers (Rome, Milan, Pisa). Parents and teachers were asked if the child was born prematurely or if there was any previous concern about their development leading to a referral to a pediatrician or a neurologist. When this occurred, children were assessed but their data were not included in the analysis. Their age ranged from 2 years, 9 months to 4 years and 8 months.
DMD
173 assessments from 75 DMD boys younger than five years and with a genetically proven DMD diagnosis were included. As diagnosis was performed often around the age of 4 years, not all boys had serial longitudinal assessments. In order to make sure that the abilities achieved were not the result of pharmacological intervention boys on steroids were excluded.
NSAA
The scale is an ordinal scale consisting of 17 items, ranging from standing (item 1) to running (item 17). It includes several items assessing abilities that are necessary to remain functionally ambulant, items assessing abilities, such as head raise and standing on heels that can be partly present in the early stages of the disease and a number of activities such as hopping, or running that are generally never fully achieved in untreated DMD boys but that have been found in those treated with daily steroids.
Each item can be scored on a 3 point scale using simple criteria: 2 -Normal achieves goal without any assistance; 1 -Modified method but achieves goal independent of physical assistance from another person; 0 -Unable to achieve independently.
A total score can be achieved by summing the scores for all the individual items. The score can range from 0, if all the activities are failed, to 34, if all the activities are achieved.
Details of the training for the physiotherapists involved in the study and of the interobserver reliability for NSAA among the centers have already been reported [7] [8] [9] [10] [11] .
Defining age specific items
Data on the NSAA in controls at the age younger than 5 years were already available from our recent study, but we increased the number in each subgroup, using the same assessors, the same testing procedures and the same settings used in the previous study [6] . The only difference in recruitment is that we expanded the lower age level as the youngest group included boys of age 3 years ± 3 months and excluded those at age 5 years as by this age many boys had started steroid treatment. The data was analyzed subdividing the cohort into boys assessed at 3, 3.5, 4 and 4.5 years (± 3 months for each subgroup).
A frequency distribution was calculated for each item at each age point, using a cut-off point of 85%. An item was defined as age appropriate if it was completed, achieving a full score, by at least 85% of the typically developing boys at that age. The cut-off point of 85% was arbitrarily chosen among those commonly used as in many tests 15th centile is often used to define values outside the normal range.
At each age point, only the items considered age appropriate were selected and contributed to the maximum total score for that age group.
In order to be sure that our findings in the controls were not discordant with reported developmental milestones, the results obtained in the control group were compared to a number of developmental scales, including the Griffiths mental scales, the Denver developmental scales, Alberta Infant Motor scales [12] [13] [14] for which age related reference data were available.
Application of the new scoring system to the DMD data
Cross sectional data were available for 173 assessments from 75 boys who had at least one assessment before the age of 5 years. At each age point, only the items that had been identified as age appropriate were selected. The total score achieved was then expressed as % predicted in relation to the maximum total score achievable at that age.
Statistical analysis
As the DMD and typically developing boys were matched for age (p>0.05) and sex, the comparison of the results for each item was assessed by using the Wilcoxon matched pairs signedranks test.
Level of significance was set at p<0.05.
Results

Control group
At age 3, full scores were consistently achieved by 85% of the controls only in 8 items (1,2,3,6,7,10,14,17) with a maximum age appropriate total score of 16. At age 3.5 years full scores were achieved by 85% of the controls in 5 additional items (4, 5, 8, 9, 13) . The number of age appropriate items increased to 13, with a maximum age appropriate total score of 26.
By age 4 years, full scores were achieved in 85% of the controls in all 17 items (including 11,12,15,16) with a maximum age appropriate total score of 34, both at 4 and at 4.5 years. Table 1 shows details of the frequency distribution for each item in the control group. The comparison with available developmental scales for which age related reference data (were available confirmed that the activities in the individual items (12) (13) were compatible with what observed in our study on controls.
On the basis of these results, the scale was designed rearranging the order of the items. The first part of the revised scale only includes the 8 items that can be administered at 3 years, the second part includes the additional 5 items that can be assessed at 3.5 years and the final part the last 4 items that can be assessed after the age of 4 years ( Table 2) .
DMD cohort
23 patients had an assessment at 3 years, their total scores ranged between 8 and 16 (mean total score: 11, SD: 2.16). 44 patients had an assessment at 3.5 years, their total scores ranged between 4 and 25 (mean total score: 16, SD: 3.84); 46 patients had an assessment at 4 years, their total scores ranged between 6 and 33 (mean total score: 20, SD: 5.96); 60 patients had an assessment at 4.5 years, their total scores ranged between 10 and 34 (mean total score: 22, SD: 6.09). Details of the scores in the whole cohort are provided in S1 Table. Their mean % predicted scores went from 69% at 3 years, to 61, 59 and 65% at the subsequent ages. Fig 1 shows median, and ranges of the scores in DMD compared to the controls. Comparison between typically developing and DMD boys
When we compared the individual items and the total score in each age subgroup in typically developing versus DMD boys (Tables 1 and 2 ), we found that DMD boys showed significantly lower scores compared to their age matched controls in the total score and in the individual items, with the exception of items 1, 2, 3, 9 and 12 in the 3 year group and items 1, and 2 in the other subgroups.
Discussion
Over the last few years there has been increasing concern about the possibility to find reliable outcome measures in young DMD. The few published studies have demonstrated that motor activities and, more generally motor development, can be measured, but a number of issues should be taken into account. Developmental scales provide the opportunity to follow longitudinally young boys and to obtain developmental quotients using age appropriate reference data at each age point [15] [16] . The problem with these scales is that they include a wide range of items that are not always relevant to DMD and can only be used up to a certain age. In contrast, functional motor scales, like the NSAA are not appropriate for children below the age of 4 and have only been validated for boys above the age of 5. Other scales, like the MFM have also been validated from the age of 5 years [17] . In order to fill this gap, we adapted the NSAA to make it suitable for boys younger than 5 years. We first assessed all the NSAA 17 items in a cohort of typically developing children of age between 3 years and 4.5 years (+3 months), subdivided according to their age age at 6 month intervals. At each age point, we included only the items that were age appropriate, as they could be completed by more than 85% of the controls, excluding the others. This resulted in a scale including only 8 items for boys at 3 years, 13 items at 3.5 while, by the age of 4 all the original items could be included. The appropriateness of the items selected at each age point was confirmed looking at the age reference of the same activities on different neurodevelopmental assessments.
The revised version combines the advantages of the neurodevelopmental scales, allowing to assess the level of function in relation to age, with the properties of the original NSAA scale. Unlike neurodevelopmental scales, that include a range of activities that are not specific to DMD, the NSAA scale items were specifically selected to assess activities reflecting the pattern of muscle weakness found in DMD. Furthermore, the scoring system allows to score not only if the boys are able to perform a task (score 2) but also if the task can be achieved using other strategies (score 1), that is very common in DMD and allows better chances to observe possible changes following intervention. Another advantage of the revised version compared to neurodevelopmental scales is that while those can be used only in the first years, the NSAA, in its revised version, can be used from the age of 3 years until they lose ambulation.
The application of the revised version of the scale to our retrospective DMD data confirmed that young DMD boys often acquire the ability to perform new abilities with increasing age but only few of the DMD boys, at any age, achieve a full total score for their age. Our cross sectional study show how the raw scores were progressively higher in boys from the age of 3 to 4.5 years. At 4 years the scores were higher than at 3 and 3.5 but the score adjusted for age, using % predicted, were lower with increasing age as they do not achieve the skills gained by typically developing boys of the same age. After the age of 4, both the raw and % predicted scores appeared to be higher than that found in younger boys. Although these findings should be interpreted with caution as this was not a longitudinal study, they appear to confirm longitudinal data obtained using the Bayley scales in boys between the age of 2 and 3 years suggesting that in the early phases of development DMD boys acquire many activities but with a delay [5] . Interestingly, the activities that showed improvement, suggesting a possible delay, were climbing or descending steps while others, such as hopping or running fast, could not be achieved even at the age of 4 or 4.5 years. This is not surprising as in DMD these are generally only achieved in boys on steroids and these were not included in this paper.
In conclusion, our study suggests that a revised version of the NSAA can be used in boys from the age of 3 years to assess early functional changes and obtain information on how young DMD boys acquire new abilities with increasing age and how this correlates with their peers. Further studies, using longitudinal data will help to better understand the range of changes and to identify possible changes related to type and site of mutations or to the use of steroids or other interventions that are increasingly used in boys younger than 4 years. Further studies, collecting larger datasets, will also help to establish if the revised scale maintains the psychometric properties of the full NSAA demonstrated by Rasch analysis.
Supporting Information S1 Table. DMD boys on individual NSAA items at different age points. The shaded cells indicate the activities that were achieved by the boys referring to the revised scale items at that age point. (PDF)
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